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Abstract
The American Cancer Society (1991) predicts that one out of 
every nine women in America will develop breast cancer. One 
of the recognized methods of early detection of breast 
cancer is breast self-examination on a regular basis. Very 
little research has been done to identify nurses who perform 
breast self-examination (BSE) or to describe those nurses. 
Therefore, this study was designed to explore the BSE 
performance of registered nurses and to describe these 
nurses using selected variables. The two research questions 
this study sought to answer were do registered nurses 
perform BSE and what personalogical variables are the best 
predictors of BSE in nurses? The conceptual framework was 
Orem's Theory of Self-Care in that breast self-examination 
was an action directed toward self in the interest of life 
and well-being. Variables of work setting, personal 
experience, professional experience, and educational 
preparation were measured with the Russell Demographic and 
Experiential Questionnaire. Performance of breast self- 
examination was measured with a two-part tool by Wyper that 
contained multiple-choice questions about history of breast 
problems, confidence in doing breast self-examination, how 
examination techniques were learned, and
ill
steps in performing breast self-examination. For this 
descriptive correlational study, the sample consisted of 63 
registered nurses selected randomly by zip code from the 
population of registered nurses currently licensed and 
living in Mississippi. Surveys and follow-up postcards were 
mailed to participants with anonymity assured. Descriptive, 
correlational, and multiple regression analysis of the data 
were performed. The majority of the 63 respondents were 
between 31 and 40 years old, were married, worked in direct 
care, and had associate degrees in nursing. Sixty-eight 
percent had professional experience in caring for a patient 
with breast disease or related oncology, and over half had 
personal experience of breast disease with a friend, family 
member, or themselves. Forty-six percent performed BSE 
every month. Personal experience was the one significant 
predictor of BSE performance. Recommendations for future 
research include use of this study as a pilot study for 
replication of the study for registered nurses nationwide. 
Additionally, recommendations for nursing include education 
at the basic level to prepare nurses as self-care agents as 
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According to the American Cancer Society, one out of 
nine women in the United States will develop breast cancer 
(American Cancer Society, 1991). Breast self-examination 
(BSE), when correctly and regularly performed, has been the 
least expensive and easiest method of detecting breast 
cancer at an early stage when treatment was most likely to 
be effective (Champion, 1990; Wyper, 1990). Research has 
shown that fewer than 50% of American women perform monthly 
breast examinations (Champion, 1990; Hailey & Bradford,
1991; Kash, Holland, Halper, & Miller, 1992; Olson & 
Mitchell, 1989; Wyper, 1990). Additionally, women who are 
instructed one-on-one by a health care professional are more 
likely to perform BSE (Hailey & Bradford, 1991; Olson & 
Mitchell, 1989). The role of nurses in educating the public 
about the benefits and techniques of breast examination has 
been established as one of the most influential in 
increasing regular self-performance among women. However, 
little research has focused on the nurse who is best 
prepared, motivated, and likely to provide this client 
education. The primary focus of this study was to determine
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if registered nurses perform BSE and what personalogical 
variables were common to those who do perform BSE.
Establishment of the Problem
Women who were surveyed about factors which would make 
them more comfortable in learning about BSE revealed a three 
to one preference for female health care professionals to be 
the educator (Hailey & Bradford, 1991). Another factor 
recognized by Hailey and Bradford in this survey of female 
university staff and faculty members was the choice of 
setting. Fifty-seven percent of this sample chose a one to 
one setting with instruction by a health professional.
Also, education that included actual demonstration and 
return demonstration was identified as a positive variable 
in performance of BSE. Those who did not report performance 
of regular BSE indicated lack of confidence in their ability 
to accurately perform BSE as one of the reasons. As all 
respondents in this survey claimed some prior knowledge of 
BSE and only 31% reported regular monthly practice, more 
attention is needed on the instructor and type of 
instruction that increase actual performance rather than 
only provide information (Hailey & Bradford, 1991).
Female health care providers have been identified as 
desired instructors of breast examination techniques, and 
preferred educational programs have been identified as those 
including demonstration, return demonstration, and follow-up 
checking of technique (Champion, 1990). Therefore,
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identification of those female health care providers who 
provide appropriate instruction should be explored. Nurses 
who themselves perform BSE regularly have been identified as 
most likely to include BSE with return demonstration in 
routine education of their clients (Hailey & Bradford, 1991; 
Ludwick, 1992). Ludwick's (1992) study of registered nurses 
working in nursing homes found knowledge, practice, and 
confidence in BSE to be positively correlated with breast 
examination and teaching of self-exams for elderly clients. 
These research findings imply that more women would perform 
BSE if taught by a nurse who performed regular BSE. Very 
little research has been done, however, on the actual BSE 
habits of nurses or describing the nurses most likely to be 
performing BSE, thus most likely to have more positive 
teaching influence on their clients. Information that 
describes these nurses includes the personalogical variables 
of work setting, basic nursing education, personal 
experience of breast disease, professional experience with 
breast disease, marital status, and age. Knowledge of the 
correlation of these variables with BSE can be useful in 
increasing regular performance by nurses and their clients. 
The purpose of this study was two-fold: to identify the BSE 
performance of registered nurses and to determine 
correlations among selected personalogical variables and 
performance of BSE by registered nurses.
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Significance to Nursing
In clinical practice, information from this study can 
be used to implement continuing education programs to 
address the influential role of the nurse in client 
education in BSE as well as the positive aspects of their 
own performance of BSE. The family nurse practitioner is in 
an optimal position to encourage and enhance the self-care 
practices of clients. In the role of primary health care 
provider, the nurse practitioner places emphasis on 
education of the client with follow-up in the clinic 
setting. As a client advocate, the nurse clinician empowers 
clients to take direct action to detect and promote early 
intervention for breast disease. Recognized at the basic 
level to deal with health maintenance and self-help efforts 
such as BSE, the family nurse practitioner is looked at as 
an authority in regard to women's health issues, and he/she 
is in a position to educate at the community level with 
opportunities to promote BSE as a mode of prevention at 
schools or professional organizations for women.
If a predictor of BSE in registered nurses can be 
compiled from this study, this information would be 
disseminated among professional nursing organizations. This 
effort would be germane in creating a campaign for women's 
health in which the nurse is viewed as a role model. At 
differing preparation levels, different emphasis is placed 
on health promotion activities. However, BSE as an issue in
5
health promotion is basic to women. Therefore, nurses and 
nurse clinicians should organize the campaign. This 
campaign would include existing nurses and be filtrated to 
schools of nursing so that advocacy and role modeling would 
be included in the curriculum.
The current research creates the perfect atmosphere for 
application of Orem's Self Care Deficit Theory of Nursing. 
The educative/supportive system of nursing challenges the 
nurse with the responsibility to practice health-promoting 
activities herself so that she might be an effective 
educator and role model. This research further adds to the 
extensive body of knowledge on BSE which lacks a focus on 
the nurse as a role model. Findings lay a groundwork for 
further research with such a focus.
Conceptual Framework
The conceptual framework for this research was Orem's 
Self Care Deficit Theory of Nursing. Within this theory 
were the three related theories of self-care, self-care 
deficit, and nursing systems. Self-care theory proposed 
that self-care was learned behavior that regulated human 
structural integrity, functioning, and development (Chinn & 
Kramer, 1991). Self-care deficit theory related the benefit 
from nursing to health-related limitations in providing this 
self-care. The nursing systems theory identified three 
divisions according to who provided the self-care action : 
wholly compensatory, partly compensatory, and
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supportive-educative. When patients were unable to control 
and monitor their environment, wholly compensatory nursing 
was needed. When patients were limited in ability for self- 
care, partly compensatory nursing was needed. Supportive- 
educative systems were used when the patient was able to 
perform or learn to perform self-care and needed direction, 
support, or assistance (Chinn & Kramer, 1991).
In her Self-Care Deficit Theory of Nursing, Orem also 
addressed the four major concepts: person, health,
environment, and nursing. Person and environment were 
identified as "a unity characterized by human-environmental 
interchanges and by the impact of one upon the other" (Orem, 
1985, p. 102). Health was identified as a description of 
the "state of wholeness or integrity of human beings" (Orem, 
1985, p. 173). Orem identified "physical, psychological, 
interpersonal, and social aspects of health" as "inseparable 
in the individual" (1985, p. 174). According to Orem, 
nursing was a "helping service, an art, and a technology" 
that focused on an individual's self-care needs and 
abilities (1985, p.38). With the central concept of self- 
care woven through her views of the metaparadigm, Orem 
offered a theoretical framework for nursing that was 
comprehensive. It has been used in clinical, educational, 
and administrative nursing and as the basis for research 
(Foster & Janssens, 1985).
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The use of Orem's Self-care Deficit Theory of Nursing 
as a framework for research on performance of BSE was based 
on its promotion of the "individual's responsibility for 
health care" (Foster & Janssens, 1985, p. 136). The 
practice of BSE was a purposeful act of self-care directed 
toward maintaining health through early detection of an 
abnormality in breast tissue. The self-care deficit lay in 
the lack of knowledge and practical ability to perform BSE, 
or in knowing but not performing this health promoting 
activity. If nurses were themselves not practicing BSE, how 
could they be part of the supportive/educative nursing 
system? The responsibility remained with the individual to 
provide this screening, thus self-care.
Orem related therapeutic self-care demand to preventive 
health care as the determinant of the kinds of activities 
that will "prevent disease or its extension, maintain health 
or promote a more desirable health state, and positively 
contribute to the individual's human development" (Orem, 
1985, p. 102). Knowledge of the benefits of the regular 
practice of BSE, therefore, constitutes a self-care demand. 
Variables of work setting, professional experience, personal 
experience, and educational preparation of the nurses in 
this study were viewed as "experienced demands to attend to 
oneself" (Orem, 1985, p. 89) and correlation with 
performance of BSE was determined.
8
Assumptions
The assumptions which formed the basis for this study 
were as follows;
1. Breast cancer is one of the most significant health 
problems of women today.
2. Regular BSE is the method of choice for discovering 
breast cancer at a treatable stage.
3. All registered nurses have basic information on 
BSE. As stated by Orem (1985), "Self-care requires both 
learning and use of knowledge as well as enduring motivation 
and skill" (p. 71).
Statement of the Problem
Although the literature is replete with research 
related to BSE, very little research has been done to 
identify nurses who perform self-breast examination or to 
describe those nurses. Identification of these nurses would 
have included the personalogical variables of age, marital 
status, work setting, educational preparation, and 
professional or personal experience with breast disease.
The purpose of this study was to ascertain the BSE 
performance of registered nurses and to describe these 
nurses using selected variables.
Research Questions
The study was designed to answer two research 
questions :
1. Do registered nurses perform BSEs?
2. What personalogical variables are the best 
predictors of BSE in nurses?
Definition of Terms
For the purpose of this study, conceptual and 
operational definitions were as follows :
BSE performance; Performance of BSE was interpreted 
according to the 14 steps of Wyper's tool and the frequency 
with which each step was performed.
Nurses ; "Persons qualified through education, 
training, and experience to provide nursing to persons in 
need of this special service" according to Orem (1985, p. 
48). In addition, nurses in this study were currently 
licensed as registered nurses in the state of Mississippi 
with current addresses listed with the Mississippi State 
Board of Nursing.
Personalogical variables ; Variables of work setting, 
age, marital status, personal experience, professional 
experience, and educational preparation were measured with 
the Russell Demographic and Experiential Questionnaire for 
this study. Work setting was defined as the area of nursing 
in which more than 50% of work time was spent. Choices were 
administrative, direct care, or educational practice of
10
nursing with direct care further divided into general acute, 
long term, home health, and specialty care. Personal 
experience of breast disease was measured as relating to 
self, family, friend, or acquaintance. Professional 
experience was defined as having provided direct care to 
women with breast disease or related oncology patients. 
Educational preparation was differentiated as associate 
degree, diploma, baccalaureate degree, or graduate degree.
Summary
This chapter provided an introduction to the research 
questions : Do registered nurses perform BSE? What
personalogical variables are the best predictors of BSE in 
nurses? The significance of the problem was discussed. The 
theoretical framework, assumptions, and definitions of terms 
were also provided.
In Chapter II, current research pertaining to BSE and 
nurses is discussed. In Chapter III, a detailed description 
of the design of study is provided, revealing how the 
research was operationalized. In Chapter IV, a description 
of the findings of this research and the result of the data 
analysis are provided. The interpretation of these 
findings, including the implications for nursing and 




Many research studies on breast self-examination (BSE) 
practices of selected populations or with attention to 
specific variables have been published. Only one research 
study utilized nurses as the population to be studied. This 
study related nurses’ knowledge to teaching and performing 
breast examinations on elderly clients. The following 
review of the literature emphasized either a specific 
population or variables. The populations included nurses 
who provided care for elderly women, women over 35, women 
with family history of breast cancer, and university staff 
and faculty. Variables included those of the health belief 
model, self-confidence, and most recently, self-esteem.
Population Emphasis
Kash et al. (1992) explored psychological distress and 
surveillance behaviors of women with a family history of 
breast cancer. The study was undertaken to assess the 
health beliefs of high-risk women about breast cancer risk 
and detection and to explore relationships between adherence 
to surveillance behaviors and anxiety. The Health Belief 
Model and Fear Arousing Communication Theory were used as 
conceptual framework in this study. The problem statements
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were how well do women follow the specific guidelines and 
what impact does the knowledge of their heightened risk have 
on their behavior, particularly in view of their concerns 
that are increased by having experienced the death of women 
in their family from breast cancer. The variable of women 
at high risk was defined as one with a first degree relative 
with breast cancer.
Kash et al. (1992) hypothesized that women who 
perceived themselves as vulnerable to breast cancer, who 
perceived breast cancer to be a serious disease, and who 
thought that the efficacy of early-detection procedures 
outweighed the barriers to these procedures would adhere to 
breast cancer detection behaviors more than women who showed 
the opposite beliefs. Kash et al. also hypothesized that 
women who had a low or high level of anxiety would engage in 
fewer breast cancer-screening procedures than those with a 
moderate level of threat arousal.
Enrollment in a no-fee, early detection program by 
Strang Cancer Prevention Center was solicited through public 
announcements with eligibility requirements of having two or 
more first degree relatives with breast cancer. Of the 393 
women who enrolled in the Strang Cancer Prevention Center 
longitudinal study, 217 completed questionnaires. These 217 
women were also compared demographically to the 176 
nonparticipating women enrolled in the program. Before a 
women was approached for the study, her medical history was
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reviewed for eligibility. While awaiting her medical visit, 
each woman was approached by a psychologist and told of the 
study, informed consent was obtained, and the questionnaire 
was reviewed. Completion of the questionnaire could be at 
this time, following the exam, or at home to be returned in 
a self-addressed, stamped envelope (Kash et al., 1992).
The Impact of Event Scale, a 15-item self-report 
inventory of two major response sets for items to be scored 
on a 4-point scale on concern about breast cancer, was used. 
The Brief Symptom Inventory was used to rate psychological 
symptoms on a 5-point scale of distress. The Taylor 
Manifest Anxiety Scale was used as an additional measure of 
anxiety and to identify women with repressive coping styles. 
The perceived quality of social support was measured by the 
Interpersonal Support Evaluation List. The women's general 
cancer anxiety and sense of helplessness were assessed by 
the Cancer-Related Anxiety and Helplessness Scale. The 
Health Belief Model Questionnaire was used to assess 
perceived susceptibility to disease, severity of disease, 
benefits of intervention, risks of intervention, and 
practical obstacles to intervention. Subjects were also 
asked to indicate from a list of preventive health practices 
those in which they engaged. These standardized instruments 
had validity, reliability, and norms for special reference 
populations established. Analyses of data were percentages
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of study sample, multiple regression analysis, and 
discriminant function analysis.
Demographic analysis determined the sample to be 
predominantly white, middle- to upper-class, well-educated 
professionals, and having two or more first-degree relatives 
with breast cancer (Kash, et al., 1992). These women were 
found to be knowledgeable about breast cancer, the need for 
BSE, regular checkups. Pap smears, as well as their personal 
role in prevention. Only 40% performed BSE regularly, 
although they adhered to a 6-month clinical breast exam at 
69% and to regular mammograms at 94%. Sixteen percent of 
these women performed monthly BSE prior to program 
participation, and 40% currently performed BSE monthly.
Kash et al. (1992) found that excessive cancer anxiety 
and general anxiety (B = -.27) were important predictors of 
poor surveillance methods. Further, neither the Health 
Belief Model nor the Fear Arousing Communications Theory 
were fully supported by the data. The researchers concluded 
that women who felt they could do little about developing 
breast cancer perceived their risks as high, had high 
anxiety, and were less compliant with surveillance and 
preventive behaviors. The finding that high levels of 
anxiety impaired adherence is important. These data suggest 
that a psychological and educational intervention aimed at 
reduction of anxiety would be appropriate not only to this
15
population of women with a family history of breast cancer, 
but to all women.
Another study of the breast examination habits of a 
particular population was conducted by Hailey and Bradford 
(1991). The purpose of their study was to determine the 
frequency of BSE and mammography among a sample of 
university and professional staff women. Researchers stated 
their attempt was to clarify psychological variables 
differentiating women who regularly perform BSE or have 
mammograms and those who do not. A convenience sample was 
used for this quantitative descriptive study.
Questionnaires were mailed with cover letters, anonymity was 
assured, and pre-addressed return envelopes were provided.
Data were analyzed for BSE frequency and learning 
sources and presented in tables with response choices and 
percent of respondents choosing each. One-way ANOVA was 
used to determine differences in rates of practice and 
variables. Responses to questions about reasons for lack of 
practice or practice were presented by number of times 
chosen.
Discussion of the findings included the information 
that all respondents had some knowledge of BSE, but only 31% 
reported monthly practice (Hailey & Bradford, 1991). Higher 
rates of practice were identified for women who had learned 
from health professionals rather than learned through the 
media, F(l, 129) = 5.6, p = .02. Female health
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professionals were chosen as preferred source of information 
by a nearly three to one margin for situations in which they 
would be most comfortable learning about BSE. No 
differences were identified between level of postgraduate 
education and frequency of practice. History of cancer in 
the family was identified as a positive variable, F (1, 197) 
=4.48, p = .03, on influencing frequency, although history 
of breast cancer did not show the same influence.
From their findings on the influence of family history 
of cancer, Hailey and Bradford (1991) concluded that in a 
group of educated women, a certain awareness of 
vulnerability to cancer may lead to an increase in BSE 
practice. Hailey and Bradford also concluded that media 
campaigns might make women aware of the need to perform BSE, 
but that awareness does not lead to actual practices. They 
further concluded that actual one-to-one instruction with a 
health professional may be required for women to make this 
transition. Recommendations from this study included 
incorporating reminders for BSE in health educators' follow- 
up after teaching. Educational messages should make the 
point that healthy women get breast cancer too. The final 
recommendation from the study of this population was that 
physicians should not delegate the advocacy of BSE to other 
staff as their influence is still primary in practice of BSE 
(Hailey & Bradford, 1991).
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The final research reviewed which emphasized the 
population studied was by Ludwick (1992). This study 
concentrated on registered nurses as the population to 
identify knowledge and beliefs regarding breast cancer in 
elderly women and to identify the practices of registered 
nurses in performing breast exams and teaching BSE to this 
client group. The problem as stated was that nurses are 
expected to play a pivotal role in teaching BSE, but no 
studies had examined current practice. Also, few studies 
had explored nurses' awareness of breast cancer in elderly 
women or their perceptions of their role in teaching older 
women.
Inverse relationships were hypothesized between 
negative attitudes toward aging by nurses and both teaching 
and performing of breast exams on older females. It was 
also hypothesized that nurses would be more likely to 
examine than teach self-exams for elderly women. The third 
hypothesis was that nurses who examined their own breasts 
would be more likely to teach breast exams (Ludwick, 1992). 
Eighty-four registered nurses currently working in nursing 
homes in Ohio were surveyed with a five-part questionnaire.
A semantic differential was used to measure attitudes toward 
the elderly; a multiple choice tool developed by Wyper 
(1990) was used to test knowledge of breast cancer and 
examination and the nurses * own BSE practices. The third 
part consisted of open-ended questions related to teaching
18
or performing breast exams on elderly women during the 
nurse * s practice. Sociodemographic data were collected in 
the fifth section. The questionnaires were distributed to a 
convenience sample at 23 nursing homes.
Correlational analysis with the Pearson Product Moment 
Correlation showed only a weak inverse relationship between 
attitudes about the elderly and teaching BSE (r = -.20 to 
-.28) and an even smaller correlation between attitude and 
examining (r = -.13). Ten percent more nurses reported 
examining breasts of the elderly than teaching self-exams. 
The correlation between a high score on practice of BSE and 
teaching breast exams to elderly was positive with r = .42 
(Ludwick, 1992).
Correlations between sociodemographic data on the nurse 
and performing breast exams on the elderly showed that 
nurses who were employed full-time, married, confident and 
knowledgeable in BSE, and encouraged to perform BSE were 
more likely to perform breast examinations on elderly women. 
Nurses who were more likely to teach BSE to elderly women 
had the following characteristics: history of breast cancer
in the family, more involvement in direct care, member of a 
professional organization, confidence in lump detection in 
BSE, and a baccalaureate degree. Ludwick (1992) concluded 
that nurses may be influenced by negative attitudes toward 
the elderly and, therefore, not likely to select the elderly 
for such health promotion activities as BSE teaching.
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Further research on what the health care provider does to 
promote and teach breast cancer detection was recommended.
Influential Variables Emphasis
As well as focusing on the population as a determinant 
of practice of BSE, research has also explored the 
relationships of variables to this performance. The first 
study to be reviewed which focused on variables was by Wyper 
(1990). The purpose of this study was to examine the 
relationships of variables derived from the Health Belief 
Model (HBM) and the performance of BSE. The problem stated 
was that less than 30% of American women do this examination 
on a regular basis and information on factors that influence 
this performance might suggest nursing strategies to 
decrease hindrances and increase performance. The research 
question was what is the combined influence of perceived 
threat of breast cancer and net perceived efficacy of BSE on 
BSE performance? Variables or modifying factors were 
defined as perceived susceptibility to breast cancer, 
perceived seriousness of breast cancer, perceived benefits 
of BSE, and perceived barriers to BSE. The HBM was used as 
the conceptual framework (Wyper, 1990).
A cross-sectional survey design was used. The study 
sample consisted of women who were at least 18 years old and 
who could read and write English. A 33-item modified 
version of Champion's (1987) tool was used to measure the 
four variables in which subjects were asked to rate how much
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they agreed with statements on a 6-point scale. For BSE 
performance 14 steps were presented, and subjects were asked 
to indicate if they knew how to do each step and whether 
they performed it usually, sometimes, or never. The 
stability of this tool was tested with a test-retest method.
Wyper (1990) recruited subjects at public health- 
related events or at church groups, physician offices, or 
hospital-sponsored education programs. Each received a copy 
of the questionnaire, a cover letter, and a self-addressed, 
stamped envelope. Return of the questionnaire was 
considered consent. The sample consisted of 202 subjects 
who were one third under 40 years, one third between 40 and 
59 years, and one third over 60 years, mostly well-educated, 
married, white respondents.
Wyper (1990) determined that there was moderate 
variation among subjects to the extent in which they 
perceived breast cancer as serious, but the sample as a 
whole perceived many benefits and few barriers to BSE. The 
reported frequency of BSE performance ranged from never 
(14%) to at least once a month (45%). The average 
thoroughness score was 16.21 with 28 highest possible score 
for performing all 14 steps.
The most consistent finding was the significant, 
negative correlation between barriers and all measures of 
BSE (r = -.44 3 with frequency; r = -.386 with thoroughness ; 
r = 0.440 with practice; p = <.001). Recommendations
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included directing attention to decreasing perceived 
barriers. Nursing strategies need to be designed and 
evaluated to enhance actual competence in performance of the 
recommended health behavior as well as perceptions of self- 
efficacy (Wyper, 1990).
In 1988, a correlational study by Champion examined 
attitudinal variables that are related to older women's 
intention and performance of breast exams. The three 
dependent variables of intent, frequency, and proficiency 
were examined for extent of correlation with the HBM 
variables of perceived susceptibility, seriousness, 
benefits, and barriers as well as health motivation, 
control, and cues as independent variables. The HBM was 
used as the theoretical framework. The stated hypothesis 
was that attitudinal variables would predict the behavior of 
self-breast examination (Champion, 1988).
The sample of 380 women age 35 or over were selected by 
random digit dialing. Computer-generated phone numbers were 
dialed by research assistants who explained the study when 
an eligible person answered. If the woman agreed, a letter 
and consent form were mailed prior to the actual interview. 
Data were analyzed using discriminant analysis, multiple 
regression, and Pearson correlation. Instruments for the 
study were developed from past work by the researcher and 
had been tested previously for content and construct
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validity, internal consistency, and test-retest reliability 
(Champion, 1988).
Participants* intent to do BSE was predicted (r = 61, 
p = < .001) by the five variables: perceived barriers,
seriousness, health motivation, control and susceptibility 
to cancer. Few perceived barriers were reported, but these 
accounted for the greatest amount of variance in intent to 
practice. Barriers, health motivation, and susceptibility 
were related to actual frequency of breast examination, with 
barriers as the most powerful predictor of frequency with a 
discriminant loading function of -.77. Health motivation, 
susceptibility, and barriers were significant (r = .51, 
p = < .001) in predicting thoroughness. According to 
Champion (1988), "Theoretically, in addition to attitudinal 
variables, recent cues (recently hearing about breast cancer 
or recently hearing about breast self-examination) will 
increase intent, frequency and proficiency of breast self- 
examination" (Champion, 1988, p. 287). Further research was 
recommended to test the causal effects of attitudinal 
variables on health behaviors. It was also suggested that 
interventions aimed at attitudinal change should be 
incorporated into experimental designs to test the suggested 
relationships.
One year later. Champion (1990) interviewed by 
telephone the subjects who had participated in the original 
study. The purpose of this second study was to test effects
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of predictor variables on BSE behavior with a prospective 
design. Two hypotheses were stated predicting present total 
performance and frequency for BSE would be significantly 
related to the variables of past frequency, past 
performance, HBM variables, social influence, confidence, 
and knowledge. The HBM, Theory of Reasoned Action, and 
Social Learning Theory were used as theoretical framework.
The sample for this prospective correlational study was 
a total of 380 women age 35 or older who had been selected 
by random digit dialing from a target population of women in 
a large metropolitan area. HBM variables were measured with 
Likert Scales; social influence was measured with a scale on 
social groups in contact with subject, their influence on 
the subject, and the beliefs of this group. Confidence in 
performing BSE was measured by three questions with answers 
scaled 1 to 7 ; knowledge of BSE was measured with 25 
questions ; variables for BSE were measured with proficiency 
ratings of 1 to 4 for each item.
Champion (1990) indicated that barriers (B = -.25), 
knowledge (B =.13) and past total performance (B = .42) were 
predictor variables of present total performance (R = .64,
£ < .001). Past frequency, barriers, health motivation, 
control, being taught by a doctor, confidence, having BSE 
procedure checked, benefits and susceptibility assessed in 
year 1 were significantly related to frequency in year 2.
The researchers noted an increase in frequency rates in the
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second year from 17% monthly to 34% monthly and concluded 
that exposure to the research study may have resulted in the 
change. Recommendations for further study included focus on 
differentiating social influence and adding influential 
persons to the scale. More work also was recommended on 
methods by which BSE procedures are taught and reinforced 
(Champion, 1990).
Further exploration of the influence of specific 
variables on BSE practices was conducted in 1989 by Olson 
and Mitchell. They looked at self-confidence as a critical 
factor in BSE. The purpose of the study was to determine 
predictors of frequency of BSE. The problem addressed was 
the lack of knowledge available to nurses who were in a 
position to teach and influence women regarding self-care 
about what influences the frequency of performance of BSE. 
Research questions were related to risk perception, 
satisfaction with ability, teaching techniques, actual risk, 
and the influence of these factors on BSE. The hypotheses 
were that frequency of BSE would be positively influenced by 
satisfaction and risk and that helpful teaching methods 
would increase satisfaction with ability. Major risk 
factors of age, personal history of breast cancer, and 
family history of breast cancer were identified. Self- 
confidence was divided into two types: self-confidence in
performance of BSE and confidence in one's ability to detect 
any abnormality.
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The research design was correlational with a 
convenience sample. The questionnaire was designed for this 
study and analyzed with Pearson's Product Moment 
correlations and stepwise multiple regression. Questions on 
perceived risk, personal experiences with BSE, risk factors, 
and satisfaction with technical ability were asked of 191 
women who sought health care at a primary care clinic. One 
hundred seventy-five questionnaires were completed and 
returned anonymously.
Olson and Mitchell (1989) found that perceived risk did 
not predict regular BSE. Age was related to perceived risk 
(r = -.17, p = .01) in that younger women perceived more 
risk than older women who are at more risk. The factors 
that did predict frequency of BSE were satisfaction in 
ability (r = .35, p = .001), explanation of BSE technique 
(r = .30, p = .001), and yearly BSE review (r = .18, 
p = .03). The researchers concluded that methods of 
teaching BSE that minimize fear arousal, stress the positive 
benefits of early detection, and focus on the individual 
with a caring approach may be more successful. 
Recommendations were for replication with a larger sample 
and for research on the actual impact of different teaching 
methods.
Another research focused on a variable was the 
exploration of self-esteem as a predictor of health 
behaviors by Cope (1992). The recognized problem was the
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need for awareness of the role of self-esteem in health 
behaviors to provide guidance for nursing intervention to 
promote BSE. The purpose of the study was to explore the 
research question: "Is there a relationship between self­
esteem and the practice of BSE?" (Cope, 1992, p. 620).
The design was descriptive, correlational with a sample 
size of 100 women between the ages of 18 and 70 years with 
no prior treatment for breast disease. The instruments 
included a demographic data survey on family history of 
breast cancer, age, educational level, marital status, and 
income. The second instrument was the Self-Esteem 
Inventory; the third tool was the Breast Cancer 
Questionnaire with 25 items to test knowledge of breast 
cancer, correct technique of BSE, and practice with 
frequency or nonpractice.
Using descriptive statistics. Cope determined that 84% 
of this sample scored in the high self-esteem range while 
64% indicated they did BSE. The frequency rates were 34% 
monthly and 45% two to three times per year. There was no 
significant relationship (p = .332) between self-esteem and 
the practice of BSE, There was, however, a significant 
difference between the mean scores on self-esteem in the 
practice and nonpractice group. For women practicing BSE, 
mean self-esteem score was 76.7; for those who did not 
practice BSE mean score was 68.3 (p = .019). There were no
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significant relationships found between practice and 
demographic data.
The current study parallels the research which focused 
on a particular population by exploring the habits of BSE by 
registered nurses. The population of women with family 
history of breast cancer studied by Kash et al. (1992) was 
predominantly well-educated as was the population of 
registered nurses in the current study. Although 
knowledgeable about their increased risk for breast cancer, 
only 40% of these women performed regular breast 
examination. One of the conclusions by Kash et al. (1992) 
was that anxiety-producing instruction was less effective 
than a program that emphasized benefits and health 
promotion. This group as well as the university staff and 
faculty used as a population by Hailey and Bradford (1991) 
were similar in having prior knowledge of BSE benefits. 
Results of the study by Hailey and Bradford (1991) support 
the need for instruction by female health professionals who 
will follow this instruction with demonstration and 
reminders for performance. Registered nurses who worked 
with elderly were the population studied by Ludwick (1992). 
This final research in the review of those with population 
emphasis explored attitudes of registered nurses in relation 
to their practice of breast examination or BSE teaching of 
elderly women. Information obtained on self-breast 
examination practices was in an effort to correlate which
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were more likely to teach or perform breast examinations of 
their elderly clients. This in itself parallels the current 
study in its effort to describe which nurses perform regular 
BSE. Findings from this study were used to support the 
increased likelihood of nurses who performed regular BSE to 
be more effective teachers of the practice. Although the 
previously cited research studies focused on unique 
populations, their conclusions were relevant to the present 
study on registered nurses.
The studies which focused on influential variables and 
their relation to BSE paralleled the current study in their 
efforts to describe women who performed regular BSEs. In 
contrast, the current study sought the best predictor 
variables for the specific population of registered nurses. 
Wyper (1990) and Champion in two studies (1988 and 1990) 
focused on the variables of perceived susceptibility and 
seriousness of breast cancer and the perceived benefits and 
barriers of BSE, not personalogical variables as the current 
study did. Conclusions were that barriers exerted the most 
influence on practice and educational programs should focus 
on decreasing these barriers. Results of these studies were 
used to support the positive influence of nurses as role 
models and educators of BSE. Self-confidence (Olson & 
Mitchell, 1989) and self-esteem (Cope, 1992) were explored 
as predictors or factors in BSE, compared to personalogical 
variables explored in the present study. Conclusions
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relating to effective teaching methods and focus on the 
caring approach were used to support promotion of nurses as 
effective educators and role models.
The differences in population or variables in the 
current research provided new insight into the role of 
nurses. The registered nurses in the current study were not 
limited by age, family health history, or client group. The 
interest in registered nurses as a population was related to 
their significant influence on the female population as 
educators and promoters of positive health behaviors.
Chapter III 
The Method
The purpose of this study was twofold: to identify the
breast self-examination performance of registered nurses and 
to determine correlations among selected personalogical 
variables and performance of breast self-examination (BSE) 
by nurses. In this chapter the method and design of the 
study are presented. The variables, setting, population, 
and sample are described. The method of data collection and 
analysis is described, followed by a discussion of the 
limitations of the study.
Design of the Study
As the researcher sought to identify frequency and 
characteristics of performance of BSE by registered nurses 
and to establish the strength of an association between two 
or more variables, the design for this study was descriptive 
correlational. This quantitative, nonexperimental research 
design was chosen as the investigator performed no 
experiential manipulation of variables but sought to 
describe the relationship among them (Polit & Hungler,
1991).
Variables. The independent personalogical variables of 
age, marital status, work setting, personal experience,
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professional experience, and educational preparation were 
correlated with the dependent variable of performance of 
BSE. Controlling variable was the profession of nursing to 
which all participants belonged; therefore, all participants 
had prior knowledge of breast disease. The intervening 
variables of sex and years in nursing were identified.
Setting, Population, and Sample
The setting for this study was the state of 
Mississippi. The population sampled was the 19,286 active 
registered nurses currently licensed and living in the state 
of Mississippi. The educational preparation of these nurses 
according to the Mississippi State Board of Nursing 1992 
Annual Report was associate degree, 9,435; non-nursing 
baccalaureate degree, 552; nursing baccalaureate, 4,713; 
master's degree non-nursing, 299 ; and master's nursing, 803. 
Ages ranged from 18 to 81 years. The sample was all 
registered nurses who met the criteria and agreed to 
participate after selection of 150 by random sample mailing 
labels from randomly selected zip codes for the state. The 
rights of these research subjects were protected by 
obtaining permission from the Mississippi University for 
Women Committee on Use of Human Subjects in Experimentation 
to conduct the research (see Appendix A). Letters of 
request to participate in the study included assurance of 
anonymity and voluntary status of participants. No names or 
identifying information was used. Return of the
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questionnaires implied informed consent. Number in the 
sample was 63, which represents a return rate of 42%.
Methods of Data Collection
The specific instruments used to collect data and the 
procedures followed for sample selection and data collection 
are presented as the methods of data collection.
Instrumentation. Two data collection instruments were 
used in this study. The Russell Demographic and 
Experiential Questionnaire was developed for this study as a 
self-report tool for personalogical variables. The 
information was obtained through multiple choice questions 
on sex, age, years in nursing profession, basic educational 
preparation, work setting, professional experience with 
breast disease or related oncology, and personal experience 
with breast disease (see Appendix B).
The second instrument was an adaptation of Wyper's 
(1988) Data Collection Tool on Breast Self- 
Examination Performance (see Appendix C). Adaptation for 
this research consisted of rearrangement of questions and 
performance steps for space utilization. The first part of 
this instrument consisted of nine multiple-choice questions 
and two narrative questions about history of breast 
problems, confidence in doing BSE, and how examination 
techniques were learned. The second part listed 14 steps in 
performing BSE. Participants were asked if they knew how to 
do this step and whether they performed the step usually.
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sometimes, or never. Possible scoring of the steps in 
performance ranged from 0 (never performing any of the 
steps) to 28, with two points for each step usually 
performed. Permission for use of this tool was requested 
and obtained from Dr. Mary Wyper (see Appendix D).
Stability of both parts of the tool was determined by test- 
retest for reliability. The reliability coefficient for the 
first part was reported as .80 by Ludwick (1992).
Correlation coefficients for the 14 steps were found to be 
.87 for frequency and .89 for thoroughness (Wyper, 1990).
Procedures. The Mississippi Nurses’ Association was 
contacted and provided current addresses and names of 
registered nurses licensed and living in Mississippi. The 
computerized selection of these nurses was randomized based 
on their zip codes. The randomization occurred using a 
table of random numbers and matching the last three zip code 
digits. After 17 zip codes were randomly selected, 
subjects' names were systematically drawn from the first or 
last 10 of nurses' names identified for each zip code. 
Potential subjects were mailed a cover letter (see Appendix 
E), both questionnaires, and a self-addressed, stamped 
envelope. A reminder postcard (see Appendix F) was mailed 7 
days after the questionnaires. Data collection took place 
from April 19, 1993, to June 1, 1993.
I R'TWfT mxmm im m
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Methods of Data Analysis
Analysis of the data included descriptive statistics 
for the demographics and personalogical variables.
Frequency scores were rated and computed with thoroughness 
scores of performance to obtain practice scores. Multiple 
regression was used to correlate performance of BSE with the 
personalogical variable. The alpha level of significance 
for this correlation was .05. Data were entered and 
analyzed using a standard computer statistical program, the 
revised Statistical Package for the Social Sciences (SPSS- 
X) .
Limitations
The major limitations of this study were related to the 
small sample size. With 19,286 registered nurses in the 
state of Mississippi, the sample of 63 may not have been 
representative. However, the sample was chosen randomly and 
was geographically representative of the whole state. 
Further, considering the limited time and financial 
resources for the study, findings should be interpreted as a 
pilot study. Generalization of findings to other states was 
limited; however, the intent of the study was to provide 
baseline data related to the nurse population. Another 
limitation was the self-reported data design which was 
dependent on the honesty and reliability of the participant 
and obtained superficial data (Polit & Hungler, 1991). 
However, this survey design was appropriate in the quest to
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seek representation of the population considering the time 
constraints and the need for total confidentiality.
Summary
This chapter provided a description of methodology and 
procedure for the research study designed to ascertain the 
BSE performance of registered nurses and the correlation of 
this performance with personalogical variables. Findings of 
this study are discussed in Chapter IV.
Chapter IV 
The Findings
The purpose of this study was twofold; to identify the 
breast self-examination performance of registered nurses and 
to determine correlations among selected personalogical 
variables and performance of breast self-examination by 
registered nurses. A descriptive correlational design was 
utilized. Findings of data analysis related to the research 
questions, additional findings of interest, and demographic 
profile of the sample are presented in this chapter.
Description of the Sample
The computerized sample selection was randomized based 
on zip codes. Respondents to the mailed survey consisted of 
63 female registered nurses currently licensed and living in 
Mississippi. These respondents completed the personalogical 
questions on the demographic survey; age, marital status, 
basic education preparation, work setting, professional 
experience of breast disease or related oncology 
experiences, and personal experience with breast disease.
The first variable, age of the respondents, ranged from 
20 to 80 years, with a mean range of 31 and 40 years (n =
28; 44%). The remaining respondents reported the following 
ages : 7 (11%) aged 20-30 years, 12 (19%) aged 41-50 years,
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9 (14%) aged 51-60 years, 6 (10%) aged 61-70 years, and 1 
aged 71-80 years. Forty-nine (77.8%) of the respondents 
were married. Three (4.8%) reported being separated, 4 (6%) 
reported being divorced, 3 reported being widowed, and 4 
reported being single.
Six of the nurses had received a higher degree 
following basic nursing education. The majority (n = 29, 
45%) were prepared as associate degree nurses. Twenty (32%) 
were prepared with baccalaureate degrees, and 14 (23%) were 
prepared as diploma nurses. The years in the nursing 
profession were given in ranges, with the majority (24%) 
listing 11 to 15 years. The remaining nurses listed years 
in the profession as follows : 6-10 years, 18%; 31 or more
years, 17%; 0-5 years, 16%; 26-30 years, 10%; 16-20 years, 
8%; and 21-25 years, 5%.
Respondents reported that more than 50% of their time 
was spent in the following work settings: 13 in
administration, 6 in education, and 44 in direct care.
Those providing direct care further described their work 
setting as general care (n = 8), home health care (n = 8), 
long-term care (n = 3), primary care (n = 3), and specialty 
areas, such as OR, ICU, PACU, pediatric ER, NICU, mental 
health, rehabilitation, radiation therapy, clinic nurse, and 
nurse anesthetist (n = 22).
Forty-four of the nurses had been responsible for the 
direct care of a patient with breast disease or related
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oncology. Personal experience with breast disease was 
reported according to relationship to the person with breast 
disease. Five (8%) nurses had experienced breast disease 
themselves. Sixteen (25%) had family members who had breast 
disease. Thirteen (21%) listed friend, 16 (25%) listed 
acquaintance, and 13 (21%) listed others with breast disease 
as their personal experience.
Results of Data Analysis
Data were collected using two quantitative instruments, 
the Russell Demographic and Experiential Questionnaire and 
an adaptation of Wyper's Data Collection Tool on Breast 
Self-Examination Performance. Data were analyzed using 
descriptive statistics, multiple regression, and Pearson 
Product Moment Correlation.
Research question 1. The first research question 
sought to identify the performance of breast self- 
examination by registered nurses. Sixty (95.2%) engaged in 
BSE while 3 (4.8%) never performed BSE. The researcher in 
exploring whether nurses do BSE included the frequency and 
practice of the examination. The majority or 46% engaged in 
BSE every month. Frequency scores were valued as 0 for 
never, 1 for once or twice a year, 2 for every 3 to 4 
months, 3 for every other month, and 4 for at least every 
month. With regard to performance, 28 nurses, or 44%, of 
the sample performed all 14 steps. Respondents received 2 
points for each step performed usually and 1 point for each
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step performed sometimes. Practice score were derived from 
frequency of performance multiplied by performance score. 
Performance, frequency, and practice scores are presented in 
Table 1.
Table 1
Frequency and Percent of Performance, Frequency, and 




1-2 years 9 14.2
Every 3-4 months 19 30.2
Every other month 3 4.8














Note. N = 63.




Research question 2 . In seeking to answer the second 
research question related to the best predictors of BSE in 
registered nurses, the following null hypothesis was 
generated: There will be no correlation between the six
personalogical variables and BSE performance, frequency, or 
practice. Based on analysis, one personalogical variable, 
personal experience of breast disease, emerged as being 
significantly correlated with higher performance scores, 
r(63) = .28, £ = .03. The personal experience was rated as 
the strength of the relationship to the person with breast 
disease increased from other (1), acquaintance (2), friend 
(3), and family (4) to self (5). Thus, as the strength of 
the relationship between the respondent and the person 
having breast disease increased, the performance score 
increased. Correlation results for all variables are 
presented in Table 2.
When all variables were applied to a correlation 
matrix, the absolute values of correlation coefficients 
ranged from r̂  = .003 between the independent personalogical 
variables of educational preparation and personal experience 
to r̂  = .580 between the frequency and performance scores. 
Examination of these values revealed no strong correlation 
coefficients and, therefore, no evidence of lack of 




Correlation of Personalogical Variables With Performance tFrequency, and Practice Scores Usinq the Pearson Product
Moment Correlation
Variable n r P
Age
Performance 63 .08 .54
Frequency 63 .08 .52
Practice 63 . 12 .35
Marital status
Performance 63 . 12 .35
Frequency 63 -. 03 .79
Practice 63 .01 .95
Work setting
Performance 63 .01 .95
Frequency 63 .02 .87
Practice 63 .06 .66
Professional experience
Performance 63 -.01 .93
Frequency 63 -.02 .86
Practice 63 .04 .74
Personal experience
Performance 63 .28 .03
Frequency 63 .05 .70
Practice 63 .19 .13
Education preparation
Performance 63 . 13 .30
Frequency 63 .07 .58Practice 63 .20 . 12
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In an effort to compute to what extent the variables 
could predict BSE performance, multiple linear regression 
was used. The coefficients resulting from standardized data 
are called Beta coefficients (weights). This analysis 
revealed the following Beta weights: for educational
preparation, J3 = 0.1135; for professional experience,
B = -0.0394; for age, R = 0.0575; for marital status,
R = 0.1244; for personal experience, R = 0.2984; and for 
work setting, R = 0.0362. These findings further indicate 
that none of the variables were predictors of BSE 
performance among registered nurses and, therefore, the 
researcher failed to reject the null hypothesis.
In summary, the majority of the 63 respondents were in 
the age range from 31-40 years, were married, worked in 
direct patient care, and had associate degrees in nursing as 
the basic education level. Sixty-eight percent had 
professional experience in caring for a patient with breast 
disease or related oncology, and over half had personal 
experience of breast disease with a friend, family member, 
or themselves. Forty-six percent performed breast self- 
examination every month. Thirty-one percent of the total 
sample had practice scores 80-112 and performance scores 
from 24-28. There was one personalogical variable, personal 
experience, which significantly correlated with performance. 




This research did not focus on the knowledge of breast 
self-examination techniques. However, additional findings 
of interest emerged as subjects (28%) reported knowledge of 
all 14 steps in the breast self-examination process.
Thirteen steps were known by 19% of the respondents, 16% 
knew 12 steps, 8% knew 11 steps, and another 8% knew 10 
steps. Collectively, 50 of the 63 respondents knew at least 
10 of the 14 recommended steps. When asked where they 
learned or who taught them breast self-examination 
technique, only 16 (25%) indicated having been taught in 
nursing school or in a staff education program.
Summary
The majority of nurses responding to this survey 
practiced BSE, but only 46% practiced BSE on a monthly 
basis. There was one personalogical variable, personal 
experience, which significantly correlated with performance. 
However, no predictor of performance of BSE emerged. 
Furthermore, the additional finding emerged that only 16 




Although the literature is replete with research 
related to BSE, very little research had been done to 
identify nurses who perform regular BSE or to describe those 
nurses. The purpose of this study was to ascertain the 
breast self-examination performance of registered nurses and 
to describe these nurses using selected personalogical 
variables to determine the best predictor of this 
performance. Orem's Self-Care Deficit Theory of Nursing 
served as the conceptual framework for this study, relating 
the practice of BSE as a method of self-care.
This descriptive correlational study used two 
instruments to collect data, the Russell Demographic and 
Experiential Questionnaire for personalogical variables and 
an adaptation of Wyper's (1988) Data Collection Tool on 
Breast Self-Examination Performance. Data collected from 
the sample of registered nurses in Mississippi were analyzed 
by descriptive statistics, multiple regression, and the 
Pearson Product Moment Correlation.
In this chapter, a summary of findings and a discussion 
of their meaning are presented. Conclusions, implications
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for nursing, and recommendations for further study also are 
presented.
Summary of the Findings
Analysis of the demographic data was computed on the 
sample of 63 registered nurses currently licensed and 
residing in Mississippi. Twenty-eight (44.4%) of the nurses 
were aged 31 to 40 years. Forty-nine (77.8%) were married. 
Twenty-eight (44.4%) were prepared as associate degree 
nurses initially. Forty-four (69.8%) spent more than 50% of 
their time in direct care. Of the total sample, 44 (69.8%) 
had been responsible for the nursing care of a patient with 
breast disease or related oncology. Personal experience of 
breast disease with self, family, or friend was reported by 
34 (53.9%) nurses.
In analyzing the responses on frequency of BSE, the 
first research question revealed that 60 nurses (95%) 
engaged in BSE, while 3 (5%) reported never performing BSE. 
Forty-six percent performed BSE every month. The second 
research question explored which selected personalogical 
variable was the best predictor of BSE by registered nurses. 
No significant predictor emerged although personal 




The findings related to performance of BSE by 
registered nurses indicated that while 95% engaged in BSE, 
only 46% performed BSE on a monthly basis. This percent is 
alarmingly low for women who are expected to teach and model 
health care. If nurses do not participate in health- 
promoting activities, the impact of their efforts to teach 
preventive health could be lessened. Although these 
findings are not firmly supported or refuted in the 
literature, similar but lower percentages are noted in other 
samples studied (Champion, 1988; Champion, 1990; Cope, 1992; 
Hailey & Bradford, 1991; Kash et al., 1992; Wyper, 1990).
For example, Kash et al. (1992), who surveyed a sample of 
educated professionals, found BSE was performed regularly by 
40% of the study sample which consisted of women having two 
or more first-degree relatives with breast cancer. Although 
the current study determined initially that there was a weak 
correlation between personal experience of breast disease 
and performance of BSE, this variable was not significant as 
a predictor.
In another survey of professional women, university 
staff who all claimed prior knowledge of BSE, 31% reported 
monthly BSE (Hailey & Bradford, 1991). Both Hailey and 
Bradford and the current researcher surveyed women with 
previous knowledge of breast disease and found lack of BSE 
practice. These results seem to demonstrate Orem's (1985)
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theory that knowledge without motivation, skill, and the use 
of that knowledge does not accomplish self-care. These 
self-care agents were not performing the health care 
activity of BSE on a regular basis; thus they were at risk 
for undetected breast disease. The nurses as educative- 
supportive agents in the nursing system may not have been as 
effective because of lack of personal compliance with 
preventive health measures.
Although personal experience and performance of BSE 
were found to be significantly related (p = .03), the 
correlation was weak, r (63) = .2818. When this variable and 
the other personalogical variables were subjected to linear 
regression, no variable emerged as a predictor of BSE. 
Findings in other studies which sought predictors of BSE did 
not strongly support any one factor as a significant 
predictor (Champion, 1990; Cope, 1992; Olson & Mitchell,
1989; Wyper, 1990). For example, health motivation and 
perceived susceptibility were found by Champion (1988) and 
Champion (1990) to have a positive influence on thoroughness 
of performance of BSE. Olson and Mitchell (1989) found that 
satisfaction in ability, explanation of BSE technique, and 
yearly BSE review were positive predictors of BSE. The 
current findings support the influence of personal 
relationships and experiences on health motivation and as a 
factor in perceived susceptibility which might lead to 
increased efforts in self-care (Orem, 1985).
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An additional finding was related to knowledge of BSE 
reported by 50 (78%) of the respondents. The self-care 
deficit, therefore, was not lack of knowledge of BSE, but 
perhaps the deficit was lack of motivation to regularly 
perform BSE or lack of knowledge of the benefits and current 
recommended frequency of performance of BSE. Another 
finding was related to the source of information on BSE 
reported by the respondents. The 16 (26%) who reported 
learning BSE in nursing school or in a staff education 
program reflected a lack of BSE in nursing curricula.
When considering the findings of this study, the 
researcher must appreciate that respondents' answers may 
have been influenced by knowledge of the expected answers to 
survey questions. Additionally, the small sample size could 
have impacted the results, which means the sample may not 
have been representative of BSE performance by the 
population of nurses. A third possibility is that those 
nurses surveyed who participate in BSE may have been more 
likely to return the questionnaires. Also, the methodology 
of survey may have impeded participation from some nurses 
and stifled their expression of whether they perform BSE, 
how they perform, and how frequently.
Conclusion
In conclusion, the researcher determined that a 
majority of nurses surveyed do perform BSE. This percentage 
is higher than previously established in studies of
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non-nursing samples (Champion, 1990; Cope, 1992; Hailey & 
Bradford, 1991; Kash et al., 1992). However, this 
performance is not regularly done on a monthly basis. No 
significant predictor of BSE emerged. There have been no 
consistent predictors of this behavior practice in 
established studies (Champion; 1988; Champion, 1990; Olson & 
Mitchell, 1989; Wyper, 1990). Thus, this finding can either 
be refused or supported. Knowledge by registered nurses on 
the process of BSE was found to be from other sources more 
than from nursing education.
Implications
As the findings suggest registered nurses are 
knowledgeable of and perform BSE, efforts should be made to 
implement programs to educate these nurses on their 
influence in client education. On the community level, 
nurses should take the opportunities to promote BSE as a 
mode of early detection of breast cancer at schools or 
professional organizations for women. Nurses and nurse 
clinicians should organize a campaign with BSE as an issue 
in health promotion. This campaign should be disseminated 
through professional organizations and schools of nursing to 
promote advocacy and role modeling.
An additional finding was that only 16 of the 
respondents reported having learned BSE technique in nursing 
school or as continuing education since licensure. The 
implication of this finding to nursing is that course
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content and objectives in nursing schools and staff 
education programs should be adjusted to include BSE.
The final implication from this study relates to the 
use of Orem as a theoretical framework for the nurse 
practitioner in clinical practice. Through incorporation of 
Orem's Self-Care Deficit Theory of Nursing into all aspects 
of client interactions, the nurse practitioner has a 
framework within which to focus on motivation as well as 
support and educational preparation for self-care.
Recommendations
Since the small size in this research was limiting, the 
findings could be used as a pilot study for a nationwide 
study to include registered nurses from various geographical 
locations. Further research could use the same 
instrumentation and procedures for the larger population of 
registered nurses in the United States. An alternative 
method of research using an interview and observation 
technique for a qualitative study would overcome the limits 
of a self-report tool. Such a qualitative study might focus 
on the impact of personal experience as a motivator.
Recommendations for nursing include additional 
education at the basic level to prepare nurses as self-care 
agents as well as educators in health-promotion and 
preventive care measures. With emphasis on the nursing role 
of educator and supporter as proposed by Orem (1985),
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educational programs for nurses should target disease 
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Russell Demographic and Experiential Questionnaire












3. Marital Status: 
Married Separated Divorced Widowed jSingle







5. Basic educational preparation?
  Associate Degree  Baccalaureate Degree
  Diploma ___Highest degree held:_
Work setting: In which area of nursing do you spend more than 50% of 
your work time?
Administrative Education Direct Care
If your choice was direct care, which best describes your area?
 General Acute Care  Primary Care
 Home Health Care ___




Have you been responsible for the direct care of a patient with breast 
disease or related oncology?
 Yes  No Breast Cancer
NoYes Related oncology
8. Personal Experience:









ADAPTATION OF WYPER’S DATA COLLECTION TOOL ON 
BSE PERFORMANCE
Please check one choice unless olhenwise stated:
1. Does anyone close to you regularly do breast self-exam ? Yes  No  Don't know
2. Does anyone close to you encourage you to do breast self-exams? Y es No
3. Do you know how to do a breast self-exam?  Yes  No
If your answer is no, do not answer Questions 4-12. Thank you for your time!
4. How did you learn to do it? (Check as many as apply)
  Read a pamphlet or a book   Saw a film or videotape
  Saw a demonstration on television   Used a breast model
  Other (describe)___________________________
5. Who taught you how to do breast self-exams?
  Learned by myself __  A doctor   A nurse
  Other health professional (Describe): ___________________________________
  Other layperson (Describe): _________________________________ _ ____ __
  Don’t know the person's occupation
6. Did you have an opportunity to practice the exam with supervision from an instructor? _Yes_No
7. How confident do you feel in your ability to carry out the exam correctly?
  Not very confident __  Somewhat confident _  Very confident
8. How confident do you feel in your ability to detect a lump or other changes in your breasts?
  Not very confident _ Somewhat confident   Very confident
9. How often do you examine your breasts?
  Never __ Every 3 to 4 months  Every month
  Once or twice a year  Every other month  More than once a month
10. If you do not examine your breasts on any kind of regular basis, what do you think is the most 
important reason?_______________________________________________________________ _
11. About how long (in minutes) do you spend doing a breast self-exam?_____________________
12. Below are some steps that could be included in a breast self-exam. For each step, please 
check your answer for both questions.
DO YOU KNOW HOW TO DO THIS STEP? YES NO DO YOU PERFORM THIS STEP?
USUALLY SOMETIMES NEVER
Look at breasts in mirror with hands at side?____________ ____  ____ _____  ______ ______
Look at breasts in mirror with hands over head?_____________ _________________ _____________ ______
Look at breasts in mirror with hands pressing on hips? ____ ______ _____  ______ _______
Look for: Dimpling?________________________________ ____ ______ _____  ______ _______
Puckering?_______________________________ ____ _____ _____  ______ ______
Nipple discharge?_____________________________  ____ _____  ______ ______
Examine breasts while sitting or standing up?____________ ____  ____ _____  ______ ______
Examine breasts while lying down?_____________________ ___________________________________ ______
When lying down, raise arm above head on side
being examined?______________________________________ ____  ____ _____ ______ ______
Place small pillow or towel under shoulder on side
being examined?______________________________________ ____  ____ _____  ______ ______
Use flat part of three or four fingers to feel for lumps? ____ _________________ _____________ ______
Move fingers around breast in some pattern so all areas
are examined?________________________________________ ____  ____ _____  ______ ______
Include underarm area in examination?______________________ ______ _____  ______ _______
Squeeze nipple gently to look for discharge?_________________ ______ _____  ______ _______
THANK YOU FOR YOUR HELP IN THIS STUDY!
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S c h o r l  o l  N i n r i n a  P  W ' ” '
r ' ; ' : l  X ' D f '  r i~,n. - i . i r . t r  n n n i
November 28,1992
Vetta Russell 
Rt 1 Box 47 
Drew MS 38737
Dear Ms Russell;
Enclosed ate two copies of the tool that I used in the study reported in Research in Nursing & 
Health. One is a "clean copy" and the other indicates how 1 scored the responses. Ib e  last page 
is probably what you w ill be most interested in, but you may use any part of it that you wish.
The first two pages contain 33 Items designed to measure the sulijects’ health beliefs regarding 
breast cancer and breast self examination. The items are based on the four major variables of 
the Health Belief Model. This model was discussed in the article, and the items break down as 
follows:
Perceived Susceptibility to breast cancer Items 1, 5,11, 2(1,23.27, and 33
Perceived Seriousness of breast cancer Items 3, 4,6, 7,17, 28,30 and 32.
Perceived Benefits of BSE: Items 2, 8, 13, 14, 18,19 22,29, and 31
Perceived Barriers to BSE: Items 9,10,12,15,16,21.24,25, and 26
I calculated the mean score for each subject on each of the four scales. In general, more 
agreement was given a higher score (on a scale of 1 to 6), but some Items had to t>e scored "in 
reverse" because disagreement was the desired response.
Pages 3 and 4 wore a measure o f how much the subjects knew about breast cancer and BSE. I 
have indicated the correct responses. The "knowledge" score was the number of correct 
responses.
Page 5 is general demographic data. If I were to do this again, I would simply ask the subjects to 
state their age in years Page 6 is information I used to calculate the subjects’ actual risk of bxreast 
cancer. Scoring these responses turned out to be very difficult, and I have not included the 
codes. Page 7 contains information about how the subjects learned to do BSE, how confident 
they felt in their ability to carry out the exam and to detect lumps, and information concerning 
social support for doing BSE.
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Page 8 is the infonnatlon about the subjects’ actual BSE practice. As you w ill see, there are 
questions about both the frequency o f BSE and the actual steps Included. The question about 
how much tim e the subject spent doing the exam did not turn out to be useful. In a follow-up 
study, I obtained data that suggested subjects may tend to  over report the steps they included so 
you w ill want to  keep that possibility in m ind when you see your subjects’ scores. You w ill 
probably also be surprised to  find out how few o f the steps women actually know how to  do.
I hope this w ill be helpful to you. Good luck w ith your project. If you do use the tool, 1 should 
be given credit in any presentation o f your results (written or oral). If you have any questions, 
don't hesitate to get in touch w ith me.
Yours truly,
ly ( ; ' jp e 'I/ / / J /
Mary A  (Sandy) Wyper, Pli.D, R.N. 
Assistant Professor
Nursing of the Adult Graduate Program 
SW /sw
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I am a registered nurse and a graduate student at Mississippi 
University for Women, currently conducting research in partial 
fulfillment of requirements for completion of the master of 
science degree of nursing. As a registered nurse in the state 
of Mississippi, you are being requested to participate in a 
research study that will identify the breast self-examination 
performance of nurses and determine which personalogical 
variables best predict this performance.
Sometimes we take for granted that nurses know and do 
everything, and sometimes we do not. Would you as a nurse 
honestly answer the enclosed questions even if the answer is 
no? Information on performance of BSE by nurses is not 
available in nursing literature. I believe it to be important 
to find out if nurses do practice BSE and to describe those 
who do according to the information sought in the enclosed 
questionnaires.
I realize in your busy schedule and this request is an 
intrusion on your time, but I would really appreciate the time 
and effort it will take to give me REAL LIFE answers to these 
questions. All responses will be returned without names in 
the enclosed stamped envelope to ensure anonymity. A follow- 
up postcard as a reminder will be mailed in a week. There are 
no risks or compensations for voluntarily taking part in this 
study, but the knowledge obtained will be useful in 
educational programs for all nurses.
If you are interested in obtaining information about the 
results of the study, a separate written request will make 
such information available to you.
Thank you in advance for your participation in this effort to 
increase knowledge about nurses.
Sincerely,






Thank you for helping me with my research 
project about breast self-examination. 
If you have not already completed the 
survey form mailed to you, please try to 
do it today. If you have completed it, 
please disregard this reminder.
Again, thank you for your help.
